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Coronary arterial calcium score (CACS) has been considered to be an important index to indicate the severity of coronary atherosclerosis noninvasively. However, even if CACS is 0, it is reported that the presence of coronary atherosclerosis is not always deniable. In a multicenter CORE64 (Coronary Artery Evaluation Using 64-Row Multidetector Computed Tomography Angiography) trial, among 24% of subjects in whom angina pectoris was suspected and coronary CT angiography (CCTA) was performed and CACS was 0, significant stenosis of the coronary artery was detected in 19%^[@bib1])^. In CONFIRM registry with 10,037 symptomatic subjects, the incidence of significant stenosis was 3.5% in the group with a CACS of 0. Compared to the group without significant stenosis, prognosis in the group with significant stenosis was poor even if CACS was 0. Thus, the author concluded that CACS did not give incremental prognostic information to the findings of CCTA^[@bib2])^.

In this Journal, Urabe *et al.* evaluated small calcifications using images with 0.5-mm slices reconstruction and identified small calcifications in 13.6% of 132 subjects whose CACS was 0. They reported that in the group with small calcifications, CCTA revealed a significantly higher incidence of non-calcified/partially calcified plaques or obstructive stenosis^[@bib3])^. In ROC analysis, the presence of small calcifications gave an incremental diagnostic value for detection of patients with non-calcified/partially calcified plaques or any stenosis but not obstructive stenosis which was not significant. From these findings, they concluded that the evaluation of small calcifications by 0.5-mm slices reconstruction was useful for the differentiation of coronary atherosclerosis presence and CCTA necessity in the group with a CACS of 0. To calculate CACS, calcification is defined as a CT value of 130 HU or more in the coronary artery on plain CT scans with a 3 mm slice thickness, and the CT value is weighted by the area of calcification. A recent development in the CT technique has enabled evaluation with 0.5-mm slice reconstruction without additional radiation exposure. In addition, even in non-obstructive cases, it is reported that the presence of coronary atherosclerosis in CCTA induced significantly worse prognosis than in the normal group^[@bib4])^. Thus, the results of the paper were clinically significant.

However, to determine the incidence of the presence of coronary arterial diseases in such studies, it will be necessary to consider the influence of future cardiac event risk and pretest probability on the outcome in the study population. In the study population reported by Urabe *et al.*, the mean Framingham-risk score of them is in the intermediate risk category. On the other hand, subjects are mostly symptomatic patients. According to their study, although the pretest probability for obstructive coronary artery diseases in symptomatic patients is not evaluated, if the pretest probability in the symptomatic patients is intermediate or higher, regardless of CACS, the case would be considered to be an indication of CCTA. Thus, it is considered necessary to conduct further investigations about whether the results are applicable for the stratification of risk in the asymptomatic patients with low-to-intermediate risk, who are the best candidates for CACS evaluation. In addition, the main pathologic conditions underlying acute coronary syndrome are thrombus and occlusion, it is important to identify vulnerable plaques that are associated with a high rate of thrombosis or occlusion. Vulnerable plaque that undergoes rupture accounts for about 60% of these plaques has been designated as thin-capped fibroatheroma and has become one of the most important targets for vulnerable plaque imaging. It is said that these plaques cause ACS regardless of the degree of stenosis, and even in calcified case, the severity is relatively mild^[@bib5])^. It has been reported that such plaques show characteristic features on CCTA such as positive remodeling, low attenuation plaque, spotty calcification and napkin-ring sign. Plaques with such features are reported to become significant predictors of cardiovascular events in the future^[@bib6],\ [@bib7])^. It is interesting to investigate whether the evaluation of small calcifications by 0.5-mm slice reconstruction gives an incremental diagnostic value to identify such high risk plaques on CCTA. Previously, we found 4.6% high risk plaques on CCTA in the patients with a CACS of 0 and reported that when the subjects were limited to the patients having spotty calcification which could not be detected by CACS, the incidence increased to 9.6%^[@bib8])^.

Thus, it was indicated that the evaluation of small calcifications by 0.5-mm slice reconstruction may give an incremental diagnostic value to the patients with a CACS of 0. On the other hand, the prognosis of patients with a CACS of 0 is reported to be favorable^[@bib9])^. It is necessary to study whether the detection of small calcifications gives an incremental prognostic value to the patients with a CACS of 0.
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